Introduction
According to identity theory (Stryker, 1980) , barriers to achieving or maintaining a valued identity should lead to a failure in identity verification, or an identity disruption (Burke and Stets, 2009 ). Identity disruptions have greater impact when the gap between desire and reality is large, when the interruption is not a result of choice, and when there is high commitment to the disrupted identity (Burke, 1991) . Identity theory has been applied to the experience of infertility (McQuillan et al., 2003; Matthews and Martin-Matthews, 1986 ). Because infertility is often experienced as a failure to achieve a deeply desired identity (Becker, 2000; Exley and Letherby, 2001) , infertility can lead to psychological distress (Johansson and Berg, 2005; Klemetti et al., 2010; Sexton et al., 2010) . Little is known, however, about possible differences in levels of infertility-related distress among racial/ ethnic groups in the United States. This study addresses this gap in the literature.
According to commonly accepted medical criteria, women are considered infertile if they experience a year or more of regular, unprotected, intercourse without conception (American Society for Reproductive Medicine, 2008) . While the medical definition appears to assume that all women having regular, unprotected intercourse are trying to conceive, not all women fitting this definition describe themselves as actively trying to become pregnant. Many women who engage in regular, unprotected intercourse say they are "okay either way" with becoming pregnant (McQuillan et al., 2011) . Medical professionals further classify women as having either primary or secondary infertility. The term "primary infertility" denotes infertility in women who have never achieved a pregnancy, whereas "secondary infertility" refers to infertile women who have previously been pregnant.
Using the medical definition of infertility as 1 year of regular, unprotected intercourse without conception, the National Survey of Family Growth estimated that 7.4 percent of married US women were currently infertile in 2002 (Chandra and Stephen, 2006) . In a probability-based sample of women aged 25-50 years in 12 Midwestern states, 38 percent of all women, regardless of relationship status, reported infertility at some point in their lives (White et al., 2006) . Pooled data from the 1982-2002 National Survey of Fertility Growth (NSFG) surveys revealed that among currently married women, infertility rates for Black (12.0%) and Hispanic (9.2%) women were higher than those for White women (6.9%) (Bitler and Schmidt, 2006) . Despite evidence that infertility is distressing, fewer than 50 percent of infertile US women receive medical services for infertility (Chandra and Stephen, 2010) . Bitler and Schmidt (2006) found statistically significant differences by race among a nationally representative sample of US women: 15.8 percent of White women, 10.7 percent of Black women, and 12.2 percent of Hispanic women reported ever having received medical services for infertility.
Most studies of infertility-related distress depend on clinic-based samples (Henning and Strauss, 2002) . A focus on people receiving treatment makes it difficult to generalize to those who do not (Greil et al., 2010b) . Ideally, an investigation of racial/ethnic differences in distress related to infertility should include those who have not received treatment as well as those who have. Therefore, one goal of this study was to examine a sample of women who have ever met criteria for infertility whether or not they have sought medical help. Many quantitative studies of the psychosocial concomitants of infertility use general measures of psychological distress, such as measures of depression or global life satisfaction. Such general measures of distress are unlikely to be sufficiently sensitive or specific to the problems of infertility to adequately reflect the experience of many women (Jacob et al., 2007; Schmidt, 2009) . Specific measures of infertility distress are strongly correlated with standardized measures of distress, indicating their face validity (Abbey et al., 1992) . A measure of fertilityspecific distress would be more likely to uncover racial/ethnic differences in infertility distress; we therefore used such a measure in this study.
Because most infertility clinic patients are White and middle-class, most studies of infertility have focused primarily on White, middleclass, infertile women (Culley et al., 2009 ). The few studies that do exist concerning infertility among women of color are based on small, nonrandom samples and usually focus on just one group. These smaller studies suggest that such experiences as loss of control, grief, and feelings of social isolation are found among racially marginalized women as well as among White women (see Becker et al., 2005; Ceballo et al., 2012; Inhorn et al., 2009; Szkupinski-Quiroga, 2007) . We are aware of only two studies that compare psychological distress among women of various racial/ ethnic groups among a probability-based sample (Greil et al., 2011b; Jacob et al., 2007) . Neither of these studies found racial/ethnic differences in psychological distress, but neither was designed in such a way as to maximize the chance of finding such differences. One study (Jacob et al., 2007) failed to distinguish between different non-White groups, and neither study considered whether there might be indirect associations between race/ethnicity and psychological distress. Hence, we have advanced prior work by examining direct and indirect associations between race/ ethnicity and psychological distress using a measure of fertility-specific distress.
Identity theory suggests that women who are more committed to the parent identity should be more distressed by infertility. Some evidence indicates that Black (Dunlap et al., 2006; Kendall et al., 2005) and Hispanic (Bengston, 2001; Skogrand et al., 2009) women are more committed to having children than White women. Because Black and Hispanic women are more likely to have their first child at a young age, secondary infertility is more common than primary infertility compared to White and Asian women (Greil et al., 2011a) . Therefore, although infertility is more common, involuntary childlessness is less common. Even though infertility rates are higher among women of color, there are still high expectations of pregnancy among women of color (Ceballo et al., 2012) . Szkupinski-Quiroga (2002) found that the infertile women of color she interviewed experienced infertility, not only as a challenge to personal identity, but as a challenge to ethnic identity as well, because they saw having children as a fundamental aspect of being fullfledged members of their ethnic communities. Ceballo et al. (2012) found that African American women's sense of isolation and loneliness were heightened by their internalization of cultural stereotypes about race and reproduction and by their sense that infertility is a "White thing." If women of color have stronger intentions to conceive, then we would expect to find higher levels of fertility-specific distress among infertile women of color.
Yet historical and contemporary circumstances may discourage Black and Hispanic women from trying to conceive instead of simply being open to conception. McQuillan et al. (2008) found that Black and Hispanic women had lower scores on a scale intended to measure importance of motherhood than White women. These same authors (McQuillan et al., 2012 ) also found, however, that their importance of motherhood measure did not exhibit measurement invariance across racial groups, suggesting that it may not be a suitable measure of racial differences in commitment to the motherhood identity. Historical and contemporary discrimination and socioeconomic inequality associated with race/ethnicity create contexts that lead to adverse circumstances for raising racial/ ethnic minority children (Roberts, 1997) . Because race/ethnicity is associated with social class, it is important to assess whether any association between race/ethnicity and fertilityspecific distress is mediated by socioeconomic status.
The relationship between race/ethnicity and fertility-specific distress may be mediated by other factors in addition to socioeconomic status. Greil and McQuillan (2004) and Jacob et al. (2007) categorized infertile women into those with strong intent to become pregnant (women who say they tried to conceive for at least 12 months without conception) and those with weak intent to become pregnant (women who report having had unprotected intercourse without conception but who say they were "okay either way" when asked if they wanted to become pregnant at that time). Strong pregnancy intent is associated with higher fertilityspecific distress than lower pregnancy intent (Greil et al., 2009 (Greil et al., , 2011b . On average, Black and Hispanic women have weaker pregnancy intent than White women (Greil et al., 2011a) . It is therefore important to assess whether measures of pregnancy intent explain racial/ethnic differences in fertility-specific distress. Identity theory suggests that infertile women with stronger pregnancy intent, regardless of race/ethnicity, will experience a larger gap between real and ideal states and thus report greater fertility-specific distress.
Differences in the incidence of primary versus secondary infertility among women in different racial/ethnic subgroups should also explain differences in fertility-specific distress between subgroups of women. Some studies have found that women with primary infertility exhibit higher lev-els of distress than women with secondary infertility (Epstein and Rosenberg, 2005; Greil et al., 2011b; Verhaak et al., 2007) . Black and Hispanic women are more likely than White or Asian women to suffer from secondary infertility, possibly because more Black and Hispanic have their first child at younger ages than White women (Mathews and Hamilton, 2009) . Identity theory suggests that, because infertile women who have never been pregnant have a larger gap between real and ideal status than those who have been pregnant, they should therefore experience more fertility-specific distress. Thus, any group differences in fertility-specific distress could be due to higher rates of primary infertility among White women than among Black or Hispanic women.
Differences in the historical experiences of fertility, infertility, help-seeking for infertility, and importance of motherhood between women in different racial/ethnic groups suggest that fertility-specific distress might be higher among White women compared to women of color. Yet differences in rates of primary versus secondary infertility, strength of pregnancy intent, and socioeconomic status by race/ethnicity could explain why fertility-specific distress is lower among Black and Hispanic compared to White and Asian women. This study therefore addressed important questions in the psychosocial study of infertility by testing whether or not fertility-specific distress varied by race/ethnicity among a broad spectrum of US women and what factors explained any differences.
Methods

Participants
This study examined the relationship between race/ethnicity and fertility-specific distress in the National Survey of Fertility Barriers (NSFB), a study employing a nation-wide probability sample of 4712 US women. Oversampling of Census central office codes with high Black or Hispanic populations helped to adequately represent these women: 19.6 percent of the total sample and 24.8 percent of ever-infertile women identify as Black, and 17.9 percent of the total sample and 19.7 percent of ever-infertile women identify as Hispanic. Interviewing was conducted by the Survey Research Center at the Pennsylvania State University and the Bureau of Sociological Research at the University of Nebraska-Lincoln using the same interviewer training and procedures.
The sample for this study consisted of 2363 women, 53.6 percent White (n = 1266), 24.1 percent Black (n = 569), 19.2 percent Hispanic (n = 453), and 2.2 percent Asian (n = 51) women who ever experienced a period of at least 1 year of regular unprotected intercourse without conception (the medical definition of infertility). Women who said they were trying not to become pregnant during their episode of at least 1 year of regular unprotected intercourse without conception were excluded from the sample. The sample included both women who have received treatment (whether or not they have received a definitive diagnosis of infertility) as well as those who have not received treatment.
Because the original survey was long, respondents were randomly assigned to two-thirds of the items for each scale, which shortened the survey to an average of 35 minutes. This "planned missing" design retained all of the essential concepts, minimized respondent burden, and minimized bias by adding only missing data that is "missing completely at random" (Allison, 2002) . The response rate for the screener was 53.7 percent, which is typical for telephone surveys conducted in the last several years (McCarty et al., 2006) . To assess the representativeness, we compared it to the NSFG, a population-based survey with a response rate close to 90 percent and found very similar responses to equivalent fertility-specific and demographic questions in the two surveys.
Measures
Fertility-specific distress. The Fertility-Specific Distress Scale was a 6-item scale constructed by the creators of the NSFB based on the questions that draw on Hjelmstedt et al.'s (1999) Infertility Reaction Scale, qualitative research on infertile couples, and the clinical experience of members of the research team. Respondents were presented with a series of items and asked whether they felt this way frequently, occasionally, seldom, or never. The items were "I felt cheated by life," "I felt that I was being punished," "I felt angry at God," "I felt inadequate," "I felt seriously depressed about it," and "I felt like a failure as a woman." Items were recoded so that a higher score indicated greater distress. Fertility-specific distress is treated as a latent variable constructed from the six individual items. The analysis uses the full information maximum likelihood estimation method in Mplus to take missing data into account. The Fertility-Specific Distress Scale has a high degree of internal consistency (α = .83) for this sample.
Race/ethnicity. Race/ethnicity was measured using the two standard Census questions (US Census Bureau, 2011). Using commonly accepted classification procedures, individuals who reported multiple races were classified giving first priority to identification as "Hispanic" and second priority to identification as "Black." Based on this coding, dummy variables were constructed for Black, Hispanic, and Asian compared to White. Due to small cell counts, those coded as "other" were combined with Whites, as previous experience with this data set has demonstrated that the two groups are quite similar. Although all racial/ethnic groups contain heterogeneous subgroups, these larger categories are indicators of gross distinctions that reflect patterns of racial/ethnic formation in the United States.
Mediating variables. The three mediating variables in our model were as follows: strength of pregnancy intention, primary versus secondary infertility, and economic hardship. We used strength of intention to become pregnant rather than importance of motherhood as a measure of commitment to the motherhood identity because the importance of motherhood measure does not exhibit measurement invariance across racial groups and because the strength of intentions measure has been shown to be associated with fertilityspecific distress and infertility service utilization in other studies (Greil et al., 2011b) . Women who described themselves as trying to become pregnant at the time of their infertility episode were classified as having strong pregnancy intent. Women who did not report trying to become pregnant during their infertility episode were classified as having weak pregnancy intent.
Respondents were classified as having primary infertility if they experienced a period of infertility before they had experienced any pregnancies. The remainder of respondents had at least one pregnancy before their first infertility episode and therefore experienced secondary infertility. Women with a prior pregnancy but no live birth were classified as having secondary infertility because prior research indicates that they are more similar to infertile women with a prior pregnancy than to those without a prior pregnancy (Greil et al., 2010a) . To measure socioeconomic status, we used a measure that has elsewhere been called perceived economic hardship and was based on responses to the following questions: (1) During the last 12 months, how often did it happen that you had trouble paying the bills?; (2) During the last 12 months, how often did it happen that you did not have enough money to buy food, clothes, or other things your household needed?; and (3) During the last 12 months, how often did it happen that you did not have enough money to pay for medical care? This unidimensional scale had high internal consistency (α = .82).
Data analysis plan
Data analysis was conducted by estimating a structural equation model looking at the effects of race/ethnicity on fertility-specific distress. Fertility-specific distress was modeled as a latent variable constituted by the 6 individual items of the fertility-specific distress scale. Primary infertility, strong pregnancy intent, and economic hardship were left free to correlate with one another.
The dummy variables for race/ethnicity were modeled as having direct effects on fertility-specific distress as well as indirect effects through the mediating variables.
Results
Bivariate analysis (not shown here) indicated that Black and Hispanic women with infertility are less likely (25.0% and 31.6%, respectively), and Asian women (54.0%) are more likely to have primary infertility than are White women (37.1%). White women with infertility were more likely (53.3%) to have strong pregnancy intent than Black women (42.0%). Both Black and Hispanic women with infertility had higher mean hardship scores (.086) than White women. In the bivariate analysis, Black women have significantly lower fertility-specific distress (.26) than White women. Table 1 presents coefficients from the structural equation model with mediators added as well as data on the direct and indirect effect of racial/ethnic groups on fertility-specific distress. Figure 1 presents the same data in graphic form. None of the direct effects indicated that racial/ ethnic groups differed in fertility-specific distress from Whites. Black and Hispanic women had lower odds (odds ratio (OR) = .705 and .868, respectively) and Asian woman higher odds (OR = 1.575) of having primary infertility than White women, but primary infertility was not associated with fertility-specific distress. Black women had lower odds (OR = .752) of having strong pregnancy intent than White women. Women with strong pregnancy intent had higher fertility-specific distress than those with weak pregnancy intent (β = .751). That the indirect but not the direct association between "Black" and fertility-specific distress was significant indicates that the BlackWhite difference in fertility-specific distress was fully mediated by strength of pregnancy intent. Black and Hispanic women had greater odds (OR = 1.39 and OR = 1.198, respectively) of experiencing economic hardship compared to White women, but economic hardship was not related to fertility-specific distress. Therefore, economic hardship did not mediate the association between race/ethnicity and fertility-specific distress.
Discussion
Guided by identity theory, this study sought to explore an understudied area in the psychosocial literature on infertility among women, namely, potential racial/ethnic differences in fertility-specific distress. This analysis showed that Black women have lower fertility-specific distress than non-Hispanic White women. Hispanic and Asian women did not have significantly different fertility-specific distress scores than non-Hispanic White women.
At first glance, this appears to suggest that Black women were less distressed about infertility than non-Hispanic White women. Adding mediators to the model, however, showed that strength of pregnancy intent fully mediates the association. Thus, the relationship between race/ethnicity and fertility-specific distress disappeared when we take into account that Black women were less likely than White women to think of themselves as trying to become pregnant at the time of their infertility episode. From a theoretical point of view, these findings were consistent with the idea, drawn from identity theory, that fertility-specific distress-as a form of identity disruption-should vary with the size of the gap between present circumstances and a desired state. These findings also have important practical implications for policy makers, medical professionals, psychologists, and other health-care professionals working with women with infertility. This study shows that all womenregardless of race/ethnicity and socioeconomic status-who find that infertility prevents them from achieving goals to which they are strongly committed may suffer from fertility-specific distress. Because Black and Hispanic women are likely to have lower socioeconomic status than White women, they may have reduced access to many fertility services. Yet, adjusting for degree of intentions, fertility-specific distress was similar among the four groups of women. Simply comparing fertility-specific distress by race/ethnicity would be misleading because it would suggest that Black women are less distressed than White women about infertility.
Due to its cross-sectional design, this study does not allow us to make claims about causality. Longitudinal data would allow a fuller elucidation of the ways in which fertility intentions are related to fertility-specific distress. In addition, our sample included all women who ever had an episode of infertility; thus, some women were reporting on events that occurred several years before the interview. The women's recollections about the strength of their pregnancy intentions in the past may not be accurate. Finally, some central concepts referred to the past while others referred to the present. For example, fertility-specific distress was measured at the time of the interview even though the infertility episode may have been in the past. There is no reason to suspect that these timing issues are different for different subgroups; it is therefore unlikely that these issues had a substantial impact on the main findings. Furthermore, an analysis not reported here indicated that time since infertility episode is not associated with levels of fertility-specific distress.
The measure of commitment to motherhood identity used here referred to strength of intention to become pregnant. It would have been desirable to use a more general measure of commitment to the motherhood identity. Unfortunately, preliminary analyses indicated that the general items measuring importance of motherhood were not consistent across racial groups. Classifying women into one of four racial groups obscured the fact that these broad classifications contained heterogeneous subgroups. Samplesize limitations prevented us from conducting a more detailed analysis of racial/ethnic groups. Future research should include more details on immigration experiences and specific ethnic groups to more fully understand variations in the experiences of infertility. Studying subgroup differences in men's experiences of infertility will also provide valuable information.
This study provided an initial step toward systematically comparing fertility-specific distress among various racial/ethnic groups using a probability-based sample. Finding that Hispanic women do not differ from non-Hispanic White women and that Black women have lower fertility-specific distress than non-Hispanic White women only because of differences in the strength of pregnancy intentions provided valuable new insights into race/ethnicity and the experience of infertility. It is our hope that our work will inspire additional research on the experience of infertility among subgroups of women.
